SUMMARY (58,0 ± 9,6 vs 51,45 ± 8,0, p<0.05; 1,79 ± 0,76 vs 1,45 ± 0,58 p<0.05
INTRODUCTION
Myomas are the most common benign tumors of the female genital tract that affect 25 to 40% of women of reproductive age (1) (2) (3) (4) . When the samples obtained from the patients who underwent hysterectomy were examined incidence of myomas increases up to 70% (2) .
Despite this high incidence they are often asymptomatic and do not require a surgical procedure (5) (6) (7) (8) . The common symptoms are excessive uterine bleeding and pelvic pain, however, recurrent miscarriages and premature births are some of the pathologies they cause (9, 10) .
Laparoscopic surgeons use laparoscopic interventions for myomas for nearly twenty years. Reduced morbidity and providing the return of the patient to daily activities in a short time have been reported as the benefits (9, 10) .
Laparoscopic myomectomy mainly includes the stages of separation of myoma from the uterus, reconstruction of the uterus and providing haemostasis, and removal of the myomas from the abdomen (11, 12) .
The procedure in laparoscopic-assisted myomectomy is the same as laparoscopic myomectomy except the removal of myoma via a small incision and putting sutures from there. It has been reported that it allows the palpation of the uterus, putting sutures easily and easy removal of the myomas from the abdomen (13) (14) (15) .
The aim of this study is to compare intraoperative and postoperative short-term results between laparoscopic myomectomy and laparoscopic-assisted myomectomy in surgical approach to myomas.
MATERIALS AND METHODS
In this study, the files of patients diagnosed with uterine were applied (11, 12) .
After the myometrial tissue surrounding myoma was infiltrated with a dilution of vasopressin(100 mL saline in 20 units (1 bulb)) via a 22 G amniocentesis needle in order to reduce bleeding, anesthesia was warned for the rare side effects of vasopressin (cardiac arrhythmia, pulmonary edema, myocardial infarction) (12, 16) , and with a harmonic Ace (Ethicon ENDO-SURGERY, INC., CINCINNATI, USA.) or monopolar needle cautery serosa and then myometrium was incised. Because the possible diagonal course of arterier on the fundal myoma and since there is a possibility of injury independent of the incision direction (17) , incision was performed from the shortest path to reach the myoma without being tied to a particular direction. When the cleavage plane was reached myoma was delivered with a laparoscopic teneculum or auger, thus a complete enucleation was provided. After the bleeding was controlled using a bipolar cautery (Karl Storz, Tuttingen, Germany), myometrium and serosa was losed by two-story and spaced 1-0 polydioxanone sutures with extracorporeal technique. After the 5-mm trocar located laterally was placed with a 10-mm, the myoma was hold with a teneculum and taken out assisted by a morselator (Morcellex, Ethicon ENDO-SURGERY, INC., CINCINNATI, USA). The blood in the abdomen was aspirated and calculated after the total irrigation fluid was deducted from the measured amount. Afterwards, the abdomen was washed and a drain was placed from the right 5-mm trocar enterance, the process was terminated after the skin incisions of trocars were sutured.
With the laparoscopic-assisted myomectomy technique, following the placement of manipulator and trocars in the same way incision of serosa of the myoma and myometrium was performed. While the teneculum or myoma auger coming from one of the lateral trocars was pushing the myoma to the suprapubic region, entrance to this region was done with a 3-4 cm skin incision passing the skin and fascia, separating the rectus muscle. The myoma dircted the the incision with the teneculum was hold, enucleated, the uterus was palpated for other uterine myomas and the reconstruction of the uterus was achieved with 1-0 polydioxanone sutures. During the enucleation in case of entrance to the uterin cavity, the cavity was repaired with a 3-0 Vicryl suture (polyglactin 910, Ethicon, SpA). Afterwards the uterus was left in the abdomen and the aspirated blood volume in the abdominal cavity was calculated in the same way.
In both of the surgical techniques patients' bladder catheter was removed in the evening of the operation. Hb levels were viewed at the postoperative 6 th hour and first day.
The cases were mobilized in the evening of the surgery.
Oral intake of liquid and solid were released as soon as bowel movements were heard in the postoperative first day. As postoperative pain killers pethidine (Aldolan Bulb, 2 ml, 50 mg/ml-Liba Pharmaceuticals industry) was routinely used twice a day, 100 mg IM. 
RESULTS
Demographic data of the patients are given in Table   I . Number of the myomas and diameter of the myomas, respectively, are significantly higher in the laparoscopicassisted myomectomy group compared to laparoscopic myomectomy group ((1.79 ± 0.76 vs. 1.45 ± 0.58, p <0.05 58.0 ± 9.6 vs. 51.45 ± 8.0, p <0.05). There was no significant difference between the groups in terms of other demographic characteristics. The intraoperative short-term results of laparoscopicassisted myomectomy group (n = 24) and laparoscopic myomectomy (n=20) group are given in Table II of the myomas were significantly more, the intraoperative aspirated volume of blood (266 ± 52 vs.
372 ± 65, p <0.05) and postoperative hemoglobin decrease were found to be significantly less in the laparoscopic-assisted myomectomy group. There were no significant difference in hospital stay and other data observed.
In the literature, there is a limited number of prospective randomized trials comparing approaches to myomas, assisted laparoscopic myomectomy and laparoscopic myomectomy (13, 18, 19) . An important reason for this is that laparoscopic-assisted myomectomy is abandoned in many clinics. In the literature there are a number of studies advocating that laparoscopic myomectomy is the gold standard approach for myomas (20) (21) (22) .
Our findings showed that when the average number of myomas and mean volume of myomas increase laparoscopic-assisted myomectomy significantly shortens the operation time. It has been suggested that it provides palpation and removal of other myomas, prevents possible difficulties in endoscopic suturation and reconstruction of the myometrium (23) . The increased number of measured myomas in the laparoscopic myomectomy group in our study is compatible to the ones in the literature (19, 23) . The use of morselator while removing the myomas from the abdomen was a parameter that increases the operation time. During the aspiration of the last pieces of myoma caution should be paid for uncontrollable tissue rotation movement and the speed of the engine should be reduced.
The adequacy of reconstruction of the uterus in laparoscopic myomectomy is an issue that is being discussed and while there are studies reporting that better results could be achieved via minilaparotomy (24) (25) (26) (27) there are some other studies indicating that by the developing instrumentation safety of endoscopic suturing can be achieved (21, 22) . In our study, there was no significant differenceof the sutures between the groups in terms of safety during intraoperative period or early period. Even though, our study revealed that in the laparoscopic myomectomy group intraoperatively aspirated blood volume and postoperative decrease in hemoglobin level were significantly more than the other group which is an opposite of the studies in the literature reporting less blood loss and Hb decrease (13, 19, 22, 28, 29) or no difference between the two groups, we believe that hysterectomy as the first step, and reported that the increase in the survival rates of patients taken directly to the hysterectomy were statistically significant (32) .
Even though the use of morselator in clinical practice preoccupies the possibility of an incidental tumor spread, there are no randomized controlled trial on uterine sarcomas that has an annual incidence of 1 in 100,000 women and consists 9.7% of the uterine cancers. Despite this low probability it is important for the surgeon to be cautious and skeptical during the intra-operative approach.
In our study, there was no evidence showing that laparoscopic myomectomy is more valid than the laparoscopic-assisted myomectomy. However, the We believe that laparoscopic-assisted myomectomy is a method that could be used if there is a lack of endoscopic instrumentation or when there is a difficulty of laparoscopic suturation or controlling the bleeding.
